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1. Tue NationaL HEALTH PROGRAM 


A NEW ERA has opened for public health in Canada. 

Greatly accelerated progress in our fight against disease has now been 
made possible by the National Health Program announced a few days ago by 
the Prime Minister. The Federal Government is going to take immediate action 

_ to put into effect this far-reaching plan for national health. 
__ For some weeks I had been thinking about what I would say to the Canadian 
Public Health Association during this annual meeting at Vancouver. I had 
decided to speak to you about the future perspectives of public health in this 

_ country and to survey that final stage of public health progress in which our 
target would be a high level of health for all Canadians. But the rapid march of 

_ €vents last week has thrown my remarks into the discard. For the remote objec- 
tives about which I was to speak have now become proximate and possible. 

Because of the vastly increased expenditures now possible for public health 

services, we stand on the threshold of a further and finer stage of our public 
health development. 

_ In the history of public health in Canada, last Friday, May 14th, marked a 
memorable occasion. For it was on that day that the Prime Minister of Canada 
announced the three-point program to marshal the financial resources of this 

' Ration in support of the health campaigns so vigorously being carried on by each 
of the Canadian Provinces. . 
To you who have chosen the honoured profession of public health, this pro- 

gtam is of vital importance. But it is important, too, for every citizen of this 

+ land because its long-range objective is no less than more healthful living for all 
Canadians. From this time forward, no picture of the Canadian way of life will 

_ be complete without reference to this Federal action to strengthen the already 
"extensive and effective health services that have been developed in all our 
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Provinces and that have given this country, in the councils of the nations, an 
honoured place as one of those most advanced in health services for its people. 

The National Health Program includes the following grants to the 
Provinces : 


1. The Health Survey Grants: 
These grants, totalling $625,000, will make it possible for each Province 
to establish the planning machinery that will be necessary before it can 
adequately survey its existing health needs, lay its plans for the expendi- 
ture of the National Health Grants, study the extension of its hospital 
accommodation, and prepare the proper organization of hospital and 
medical care insurance. 


The National Health Grants: 

These eight grants broadly cover the entire field of public health. In the 
first year, they will total as much as $17,000,000, but they will later rise 
to approximately $22,000,000, and continue indefinitely at that rate. 


Grants for Hospital Construction: 

These Federal grants of $13,000,000 a year will act as a powerful incen- 
tive to hospital building. At the end of five years, the provincial needs 
will again be surveyed, and it is expected that the grants will continue 
for a further period of five years, probably at the rate of $6,500,000 a 
year. 

In my years as a Member of Parliament and a Member of the Government, 
no event has given me as much encouragement as the fact that this National 
Health Program is coming into effect in my period of service as Minister of 
National Health and Welfare. My colleagues in the Government and I are 
proud indeed to be associated with the Prime Minister in the approval and the 
implementation of this program that has inherent in it such tremendous pos- 
sibilities for the health and well-being of all our fellow citizens. 

Here I should like to pay tribute to all who have pioneered in the advocacy 
of these measures: to my predecessors in Federal health work; to the health 
authorities of the Provincial Governments, who have always cooperated so closely 
with us; to national health organizations who have pressed for these plans; and 
to the members of all parties in Parliament who, in House and Senate Com- 
mittees, have given such close attention to Canada’s health problems. 

I know that many of you in this audience have also played your full part 
in forwarding these programs and all of you have helped create in Canada that 
informed public opinion which has become conscious of our health deficiencies 
and insistent on their correction. 

The culmination of all the close studies of the Canadian health scene initiated 
by the Dominion Government was the National Health Program that was in- 
cluded in the Dominion Proposals to the Provinces in August, 1945. The present 
action of the Government covers and goes beyond all of the four-point program 
previously set forward, except for the National Health Insurance scheme, for 
which all that is being done constitutes the essential first stages in the develop- 
ment of a comprehensive national plan. When the present program is well under 
way, it will then be possible to proceed with the implementation of a national 
plan for hospital and medical care insurance. 
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It is clear, then, that the plan announced by the Prime Minister has a double 
purpose: (1) It represents an immediate attack directed at strategic points in the 
Canadian health program; (2) It prepares the way for health insurance by 
putting into effect those steps that are the prerequisities to any adequate national 
plan. 

Money is no measure of the effectiveness of health services, but some indi- 
cation of the magnitude of the National Health Program can be gathered from 
the fact that in its early stages—apart from health services for veterans—it will 
increase by 30 per cent the total spent on health by all governments in Canada. 
It represents almost half of what the Provinces are now spending, and almost 
twice municipal health expenditures. 

In its first full year of operation, this program will total more than 
$30,000,000, more than four times what the Federal Government is now spending 
on health services—apart from those for Canada’s veterans. 

Under the Canadian Constitution, health is primarily a provincial respon- 
sibility. The new program takes full account of this. Cooperative arrangements 
will be worked out to determine the mutually acceptable conditions to govern 
all grants, but the administration of the moneys expended will remain entirely 
under the jurisdiction of the various Provinces. The Provinces have built modern 
and efficient health services for their peoples. But the National Health Grants 
that they will now receive will permit them to extend their programs and to do 
the sort of job that I am sure all of you who work in the public health field have 
long wanted to get ahead with. 





















2. HEALTH SuRvEY GRANTS 


For any worthwhile health program, the facts must first be found. All health 
action should be based on accurate knowledge of the exact extent of health need, 
and all health programs must keep in step with our developing information. Of 
necessity, for lack of a positive picture of Canada’s health state, our past thinking 
has been largely in terms of negatives. We have often estimated our successes 
by the number of our failures. But statistics relating to deaths and contagious 
illnesses have been inadequate indications of the extent of disease. In many health 
fields, long-range planning has not been possible because of the inadequacy of 
existing information. 

The Health Survey Grants of the Dominion Government will change all this. 
Each Province will now be enabled to finance the carrying out of adequate studies 
of all its provincial health needs. Its first concern, presumably, will be to chart 
the provincial areas of health need so that the National Health Grant can be most 
effectively used. At the same time, large-scale surveys can be made of the relative 
shortages of hospital accommodation. Finally, each Province can now create 
facilities to plan the proper organization of its own provincial hospital and 
medical care insurance program. 


3. Tue NaTIONAL HEALTH GRANTS 






The National Health Grants are given under eight headings, constituting 
a splendid eight-point program for health progress. Today, however, I should 
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like to sketch only the highlights of these-grants, and indicate a few of the many 
possible lines of advance that they now open up for all who work in public health. 
These eight grants are as follows: 


(a) General Public Health Grant—$4,404,000 to $6,500,000: 

A grant of 35 cents per capita, or $4,404,000 for all Canadians, will be made 
to the Provintes to strengthen their general public health services, where, in their 
opinion, the need is greatest. These grants will increase by 5 cents a year to 50 
cents per capita, when they will total approximately $6,500,000. 

With these additional funds available, the Provinces will be able to force 
further downward their declining child and maternal mortality rates ; they will be 
able to take preventive action against blindness; they will be able to keep well 
under control diseases such as smallpox, diphtheria and typhoid; to open a 
vigorous drive against the great cripplers, poliomyelitis, arthritis and rheu- 
matism; and to extend and consolidate all their other public health advances. 


(b) Tuberculosis Control Grant—$3,000,000 to $4,000,000: 

At long last, this Federal program now makes possible the final and decisive 
campaign for the absolute defeat of the scourge of tuberculosis. For this purpose, 
the Dominion Government will make an annual grant of $3,000,000, which will 
rise over a period of years to $4,000,000 each year. 

This grant will assist the Provinces to accelerate and intensify their efforts 
to eradicate this disease and will give tremendous support to the efforts of all 


those who for so long have led in this long fight to free Canadians from its 
domination. 


(c) Mental Health Care Grant—$4,000,000 to $7,000,000: 

In the confusion and stress of life today, no health problem is more urgent 
or disturbing than the spread of mental illness. One-third to one-half of all 
hospital beds in Canada are today occupied by patients suffering from mental 
illness. Research, hard work and clear thinking on the part of your profession 
will be needed to chart a course through the mental hazards that beset our 
civilization. But a new day is dawning in the fight against mental ill-health. 
These Federal grants, starting at $4,000,000 a year and rising over a period of 
years to a maximum of $7,000,000, will enable the public health worker to move 
his campaign beyond the narrow confines of the mental hospital and plan pre- 
ventive action in the community itself. 


(d) Venereal Disease Control Grant—$500,000: 

To assist the Provinces in the control of venereal disease, Federal grants of 
$225,000 a year are now being made. To intensify present efforts to control this 
scourge, the Federal grant will now be raised to $500,000 a year. 


(e) Crippled Children’s Grant—$500,000: 

While considerable progress has been made in recent years to bring child- 
hood diseases under control, adequate programs do not yet exist for the pre- 
vention, control and treatment of crippling conditions in children. For these 
objectives, a grant of $500,000 a year will now be made available. 






















June 1948 NATIONAL HEALTH PROGRAM 





(f) Professional Training Grant—$500,000: 
In Canada there has long been an urgent shortage of professional personnel 
in the public health and related fields. Trained personnel have also been badly 
needed for our constantly expanding hospital services, and will be increasingly 
in demand to staff the new activities made possible by the National Health Pro- 
gram. To make these specialists increasingly available, Federal grants of $500,000 
a year, twice the amount originally proposed, will now be provided for their 
training. 


(g) Public Health Research Grant—$100,000 to $500,000: 

A mark of enterprise in any public health department is its continuing 
interest in research. To encourage research in public health, the Dominion Gov- 
ernment will give an annual grant of $100,000, which will increase-for five years 
until it totals $500,000 annually. This grant will supplement those for medical 
research already being made by the National Research Council. Public health 
research is an excellent investment in the good health of tomorrow. The great 
advances in this century made possible by Insulin, diphtheria toxoid, the sulfa 
drugs, and the antibiotics, are all significant symbols of the end-effects of patient 
research effort. 


(h) Control of Cancer Grant—$3,500,000: 

Cancer is the second most dangerous killer in Canada. Now, for the first 
time, a really intensive nation-wide campaign becomes possible for the conquest 
of this dread disease. An entirely new grant of $3,500,000 will now be made to 
assist in the development of all-out provincial programs. It is designed to make 
possible the mobilization of the special skills required to give the cancer victim 
his best hope of recovery: through early diagnosis and expert treatment. This 
is complementary to, and in no way supplants, the intensive research programs 
necessary to find the cause of this dreadful malady. 


4. GRANTS FOR HospiTaAL CONSTRUCTION 


One of the most pressing health problems that face Canada today is the - 
urgent shortage of hospital accommodation. In the 1945 Proposals, low-cost 
loans were put forward to encourage hospital construction. But this problem is 
now considered so important that more drastic direct action has been planned. 
To get the results desired, the Dominion Government will now make matching 
grants to the Provinces, totalling up to $13,000,000 a year, for a period of at 
least five years, at which time the needs of the succeeding five-year period will 
be examined and the grants adjusted accordingly. 

For the allocation of this and of all the National Health Grants, formulas 
will be worked out in consultation with the Provinces, but it is expected that the 
effect of these hospital grants will be to help provide hospital accommodation of 
more than 40,000 beds. 

The information about each provincial health plan that will be collected 
under the Health Survey Grants will provide a clear picture of provincial hos- 
pital needs. By carefully planning the type and location of new hospitals in rela- 
tion to regional requirements, it will be possible to correct the present maldis- 
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tribution of hospitals and of medical services—especially as between rural and 
urban areas. At the present time, the greatest shortages are of hospitals for 


mental care and chronic and convalescent cases. There are also urgent shortages 
of hospitals for tuberculosis care and active treatment. 


5. HeattH INSURANCE 


The great three-point National Health Program of the Federal Government 
that I have outlined does not indicate the immediate beginning of a national 
hospital and medical care insurance plan, but it does clear the way for that great 
eventuality. Since 1945, the Department of National Health and Welfare, in its 
special Division of Health Insurance Studies and its Research Division, has had 
its own officers and outside specialists working on foundation plans for the 
formulation of health insurance legislation. 

There must be vastly increased hospital accommodation, the entire public 
health structure must be strengthened and extended, and there must be greatly 
increased numbers of public health personnel. But everyone who is interested in 
the advancement of the health levels of our citizens and in clearing the way for 
a national health insurance plan can now be encouraged by the large-scale and 
bold health program that the Federal Government is putting into effect. The 
eventual implementation of health insurance will depend to a great extent on our 


success in wisely and effectively expending the very considerable Federal moneys 
that now become available. 


6. Pustic HEALTH ACHIEVEMENTS IN CANADA 


In outlining to you the great ramifications of the National Health Program, 
and in speaking of all the possibilities that now unfold before us for accelerated 
advances in the entire field of public health in Canada, I would not wish to ob- 
scure to any degree the tremendous achievements that your efforts, the efforts 
of your predecessors and of all your associates have made possible. The history 
of the public health profession in Canada is a short but honourable one. In sur- 
veying the public health field from the vantage point of this convention, we can- 
not help but be struck by the splendid accomplishments of the profession that 
you represent in all the municipal, provincial and federal health fields and as 
members of Canada’s great national voluntary health agencies. 

There are many encouraging entries on the credit side of Canada’s ledger 
of living: the health of the average citizen has notably improved in the past fifty 
years, and the general death rate has been reduced by over one-third. The onward 
march of medical science in this century has added nearly an entire generation 
to the life-expectancy of Canadians. 

Because of the close collaboration at all levels of government and because 
of this parallel development of all health services in Canada, there have been 
many successes. In many fields of health activity, Canada’s prestige is world- 
wide. Much of this progress is proof of the successful work of your profession, 
for, as a United States authority, Dr. Louis I. Dublin, recently said, Canada, 
even more than his own country, has developed a full-time professional health 
service in almost every part of the nation. 
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7. THE INTER-RELATION OF HEALTH AND WELFARE 


Canada is among those countries where public health is shifting its emphasis 
and broadening its outlook to embrace all that affects human life. We now under- 
stand that social well-being is an essential and basic consideration of healthful 
living. It was in recognition of this new concept that the Dominion Government 
grouped Federal Health and Welfare divisions under a single department. 

The composition of the Federal Department of National Health and Wel- 
fare is a practical expression of our belief that health and welfare are indivisible. 
This juxtaposition, however, must not be taken to indicate that, in the public 
health field, there can be any lessening of the weight of responsibility that must 
continue to fall on the medical profession. 

The almost direct correlation between low income, and malnutrition and 
ill-health makes a study of the level of national welfare basic to any review of the 
public health situation. 

A closely interwoven network of social welfare measures has slowly been 
developing across Canada. In the Provinces, there are such basic welfare 
measures as allowances for mothers, compensation for injured workmen, pensions 
for the aged and blind, and provisions for child welfare. Municipalities have their 
own welfare responsibilities—particularly for relief and associated services for 
the unemployed and for the provision of recreational facilities. 

At the Federal level, there are allowances for families, pensions for the aged 
and the blind, insurance payments for the unemployed, financial support for 
housing, and a number of measures to assist farmer and veteran and fisherman. 
All of those are having their important effect on Canadian health. 


8. Wuper Horizons For Pusitic HEALTH 


Proof of the progress of public health thinking in Canada is that the fight 
against ill-health has spread to campaigns against all the conditions that cause 
it. In those wider applications of public health, full weight is now being given 
to environmental hygiene. Nutrition, housing, sanitation, recreation, economic 
and working conditions—all are now part of our ever-widening field of public 
health interest. 


There are three progressive stages in the history of public health work in 
Canada : 


1. Sporadic Action Against Epidemics. In its earliest years, public health 
work was almost always limited to emergency action to control disease, 
with a certain concern for sanitation and quarantine measures. 


2. The Preventive Stage—in which public health work broadened its cam- 
paigns to include all the environmental aspects of the fight against ill- 
health: sanitation, pasteurization and immunization directed against 
specific diseases. 


3. The Ultimate Goal of Universal Good Health—that positive concept of 
total health that is defined in the constitution of the World Health 
Organization as “a state of physical, mental and social well-being, and 

not merely the absence of disease or infirmity.” 
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For generations the public health profession in Canada has been fighting 
what in many respects was a rear-guard action against disease. It has had great 
successes, but it is now finally provided with the extra resources necessary for 
it to take the offensive. 

Our program for the future must be a dynamic one. It must change to fit 
the needs of the times. Our aim is to raise the level of health in Canada to the 
highest in the world. No lesser objective is worthy of our efforts. 

Yours is a profession in which the results are tangible and self-rewarding, 
for they are measured in terms of human life and human happiness. The public 
health profession is one to which you must come with high ideals and sturdy 
determination. Today, as so often throughout the course of human history, the 
forces of destruction must be counterpoised by the higher human instincts to 
build and to progress. Over all our future plans there hangs a cloud of appre- 
hension. We cannot altogether quarantine our economy against world economic 
disaster and the widespread malnutrition and disease that would follow in its 
wake. Another disaster—atomic war—could make a mockery of civilization, and 
sweep away the health advances of a century by employing the most brilliant 
discoveries of science to destroy all that science has created. 

We can only trust that—despite the threats of chaos and disaster—men of 
good-will can continue their work for humanity. In this unstable world, in which 
so many elements and instincts are for destruction, the determined service and 
the enlightened sacrifice of the public health worker is a great stabilizing influ- 
ence. In the quest for universal health of mind and of body, through all difficulties 
and all disasters, the members of your profession steadily carry civilization’s 
shining light. 

In the wider comprehension of health as one of the fundamental rights of 
every human being, there can be no greater goal for national cooperative effort 
and the expenditure of the nation’s financial resources, than to build the health 
of its citizens. 

The Government of Canada holds a democratic mandate and—in investing 
so heavily in the good health of its citizens—it is responding in democratic 
fashion to the people’s will. The extra incentive and support that the National 
Health Program gives to those now working in the field of public health should 
go far to raise the level of living of all our fellow-Canadians and provide for the 
peoples of the world an example and an inspiration. 











Public Health Opportunities in Hospitals 


W.R. GIEDT, M.D., M.P.H. 
Epidemiologist, Washington State Department of Health 
Seattle, Washington 


= both the United States and Canada, much attention is presently being 
focused on hospital surveys, and plans are being made and carried out to 
provide for more and better distribution of hospital beds. Furthermore, through 
various prepayment plans, a greater utilization of hospitals may be expected. 

In light of this development, this appears to be an opportune time to review 
the relationships of health departments to hospitals in the past, and to present 
for consideration fields of mutual interest and concern, indicating areas in which 
cooperative action should be desirable. 

The reduction of the incidence and mortality rates of the acute communicable 
diseases that has occurred during the past three decades has produced a signifi- 
cant change of emphasis in the field of public health. Interest in the control of 
these communicable diseases has shifted, so that other problems related to the 
health status in communities are now receiving a larger share of attention. Public 
health programs are now being developed, not only to reduce morbidity and 
mortality caused by the various illnesses of infectious and non-infectious origin, 
but also to raise and sustain a higher level of good health. 

Changes in the functions of hospitals have also been in progress during this 
time. The concept of the function of a hospital in the past was that it was a 
place to care for sick individuals—the emphasis being placed on the individual. 
Of course some hospitals have for many years served as teaching centers also. 

But increasing knowledge of factors influencing disease has brought to light 
the effect of the environment—physical, social and economic—on the development 
and course of illness. This knowledge has indicated that illness is not always a 
matter completely centered in the individual, but frequently has much to do with 
the circumstances under which he lives and works. 

Far-seeing hospital administrators have been keenly aware of this aspect 
of medical care and have long advocated that hospitals should participate in a 
larger area of the community efforts towards the promotion of health. 

MacEachern (1) states the functions of a hospital to be (a) the care of the 
sick and injured; (b) the education of physicians, nurses, and other personnel ; 
(c) public health: the prevention of disease and promotion of health; and (d) the 
advancement of research in scientific medicine. 

The inclusion of the prevention of disease and promotion of health as a 
function of the general hospital is certainly noteworthy and I should like to dwell 
on this aspect for a moment. In the first place, it is safe to say that, up to the 
present time, this particular function has received little attention in the majority 
of hospitals in the western part of the United States. Indeed, I am not sure 
that it is generally accepted to be a legitimate function of the general hospital. 
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Is the general hospital justified in assuming responsibility for the pre. 
vention of disease and promotion of health? Here we face the same type of com- 
partmentalization in our attitudes and thinking that is still so manifest in the 
existing contrast between public health work and medical care of the individual 
by private medical practice. Theoretically, this contrast may merely represent 
a division in labor and responsibility. But actually the division seems to go much 
deeper, so that private physicians and public health workers tend to lose sight 
of the fact that both groups are working towards the same objectives. 

Certainly the hospital is a natural center of concern for illness and health. 
It seems to be the consensus of the leaders in the field of hospital administration 
that hospitals owe a responsibility to their communities which extends into 
activities affecting individuals outside of as well as in hospitals. 

Thus we read the following statements in the report of the Commission on 
Hospital Care, published in 1947 under the title “Hospital Care in the United 
States”: “The service frontier of the hospital has been extended from the sick 
person in the hospital bed to the potentially ill person in his normal living. 
General hospitals are in a unique position to offer a locale from which the cam- 
paign for better health can be directed. The hospital can be the medium in many 
communities through which doctors, nurses, and both voluntary and govern- 
mental health agencies can pool their efforts for improving the health of the 
people. It is recommended that general hospitals should coordinate their efforts 
with those of other community agencies concerned with the prevention and 
treatment of disease, and, when conditions permit, the general hospital should 
serve as the focal point through which the health service of the community is 
integrated”. (2) And further: “The general hospital can no longer confine its 
attention to patients within the institution. It must be a public service agency 
reaching out into the community, contributing and assisting in all matters per- 
taining to the health of the people. Its responsibilities include all phases of public 
health. It must know the public need and coordinate its services with those of 
other agencies to provide an effective and systematic community health pro- 
gram.” (3) 

One sees similar sentiments expressed in articles published in various 
periodicals, some of which have been collected in a volume entitled ‘““The 
Hospital in Modern Society”(4), edited by Bachmeyer and Hartman, both 
leaders in the field of hospital administration. But one wonders what the attitude 
of the average hospital administrator in the western part of the United States 
is in regard to this philosophy ? 

It is notable that many of the leading figures in the field of public health 
advocate more cooperation and closer working relations between hospitals and 
health departments(5) (6). They also visualize the broad interests of hospitals 
extending into the life of the community ; but I do not detect in their expressions 
any tendency for public health to surrender to hospitals its responsibility for 
leadership in the promotion of health. And one may also wonder what the 
average local health officer thinks of the relationship of hospitals to health depart- 
ments and the functions and responsibilities of each in regard to the total problem 
of the promotion and protection of the health of the community. 
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Let us attempt to picture the usual working relationships and attitudes 
which the personnel of the average health department and the personnel of the 
average hospital have towards each other. 

The impression that I have gained from the contact I have had with both 
hospitals and health departments is quite uniformly that each considers itself 
a rather distinct entity, each having its own separate field of interest and pre- 
rogatives and its own limits of responsibility. During the normal course of events, 
there occur occasions when both agencies may become interested in the care of the 
same individuals or families and, less often, emergencies arise in which the 
health department, particularly, becomes concerned by certain conditions related 
to hospital practice. 

Although in some of the smaller health jurisdictions the health officer may 
be a member of the staff of at least one hospital, for the most part his relationship 
to the hospital is very casual and spasmodic and working relationships between 
the hospitals and the health departments are most notable for their absence. 

But what is even worse, my impression is that most hospital administrators 
look upon the health department chiefly as a police agency charged with the 
responsibility of enforcing regulations which are apt to be inconveniences to the 
hospital, or as an outside agency which is apt to interfere with the internal 
arrangements of the hospital or lead to undesirable publicity. 

Even where this situation exists, these agencies may “get along with each 
other” very well under this mutually exclusive and usually mildly suspicious 
relationship. But in doing so the community loses the benefit of realizing the 
potential good that could be accomplished if the present negative attitude of 
suspicion, resistancé or indifference were changed to a more positive one of 
cooperation, mutual interest and assistance. 

Today I would like to discuss a few areas in which these two agencies 
could very well begin to achieve practical results through a more congenial and 
closer cooperative working relationship. 


1. Reporting and joint use of records and statistics. 

In regard to the reporting of notifiable diseases, it has been my experience 
that the status of reporting by hospitals is roughly parallel to that existing in 
the reporting by private physicians, which is notoriously incomplete. 

In the State of Washington reporting of cases of notifiable diseases admitted 
to hospitals is an equal responsibility of the hospital and the attending physician. 
The weakness of the system lies in the fact that health departments make no 
thorough attempt to help hospitals develop a systematic routine method of making 
prompt reports. Health officers occasionally ask hospitals to report certain 
individual notifiable diseases during certain periods of time, but I have found 
few hospitals fully aware of which diseases are notifiable or that have developed 
a routine whereby reports are promptly submitted to the local health department. 

If health departments wish to improve this situation, it is up to them to 
advise hospitals of efficient methods for submitting such reports, not by a 
circuitous route through the record room, but directly by telephone from the 
floor or admitting room, the report being based on the admitting or provisional 
diagnosis, subject to change or confirmation at a later date. Such a system has 
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been in operation in the King County Hospital in Seattle for several years and 
has been very satisfactory. 

Although the attending physicians have the responsibility of completing 
birth and death certificates, the hospital personnel are in an excellent position to 
assist and expedite the submission of such certificates, and health departments 
should take advantage of this liaison capacity. 

Hospital records reflect a large proportion of the health problems of the 
community. These records are used primarily in focusing attention on the 
individual patient, but could be used to obtain a more comprehensive view of 
factors in the community which are unfavorable towards health. It is unfortu- 
nate that they are not used for this purpose more frequently. It seems inevitable 
that they will be brought to this use more and more as greater interest becomes 
focused upon the study of problems covering the non-communicable diseases in 
relation to the various possible factors contributing to their causes. 

The value of the use of clinical records of patients for reference by nurses, 
social workers, and others who are concerned with making follow-up visits 
either to the family during the patient’s stay in the hospital, or to the patient 
after he has left the hospital, is quite apparent. 

To make such records readily available requires the agreement and under- 
standing of all concerned. However, because of the confidential nature of such 
records, and because physicians so frequently take the attitude that interposition 
of a third party between them and their patients is interference rather than 
assistance, the development of this potential source of information and help 
requires leadership and understanding of a high order. 


2. Environmental sanitation. 

In the State of Washington there exist regulations governing the installation 
of plumbing, sewage disposal and the prevention of cross connections, but 
there is no requirement that plans for building or remodeling hospitals be 
reviewed and approved prior to construction except in those instances in which 
federal funds are allocated through the state health department for such con- 
struction, or in which an official “hospital district” is involved. 

The services of the Division of Engineering of the State Department of 
Health are available for such consultation on a voluntary basis, and are occa- 
sionally requested. Also occasionally, general floor plans of hospitals are sub- 
mitted for review and comment. Here is a field of consultation in which hospitals 
could be assisted in obtaining advice concerning not only matters of safety in 
regard to water supplies and sewage disposal, but experts in the field of food 
sanitation, maternity and nursery facilities, and communicable disease care should 
be able to make valuable contributions. However, I hasten to emphasize that 
such advice should be given only by persons truly expert in these fields. 

As for the general sanitation of hospitals, there is no reason why a hospital 
should not receive the benefit of regular routine inspections made by trained 
sanitarians. The hospital kitchen, the dining rooms, the formula preparation 
room of the nursery, certainly are entitled to the same amount of attention 
given to restaurant sanitation. Other problems involving rodent control or pest 
control are not uncommon to hospitals and could be managed through the advice 
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and assistance given during routine visits of the sanitarian to the hospital. I am 
sure that milk sanitarians would be frequently surprised by methods used in the 
preparation of milk formulae for infants and I am sure that they would have a 
contribution to make in the interest of safer procedures in such instances. 


3. The management and teaching of communicable disease care. 

First of all, many hospitals do not admit patients with communicable 
disease. Admission of such patients is prohibited primarily on the grounds that 
the risk of exposure of other patients is too dangerous; secondarily, that such 
cases require more specialized nursing care and facilities than the hospital can 
conveniently furnish, and that the presence in the hospitals of patients with com- 
municable disease will frighten other patients away. 

The existence of such a situation would indicate the need for education 
of both the public and the hospital authorities in regard to how these diseases may 
be cared for in general hospitals with reasonable safety, and the health depart- 
ment should be in a position to help the hospital set up plans and procedures 
which would provide adequate care for such patients. 

In those communities capable of supporting an isolation ward or an isola- 
tion hospital, the health officer or a medical deputy of the health officer should 
by all means be on the active attending staff of that unit. In this day, when 
health officers are devoting more and more of their time to administration and 
less and less time to strictly medical matters, in addition to the decreasing inci- 
dence of the communicable diseases, it seems to me that the health officer will 
find it increasingly difficult to serve as a consultant to the physicians within his 
health jurisdiction in the diagnosis and treatment of the communicable diseases, 
unless he continues to maintain his diagnostic acumen through regular clinical 
contact. 

In this regard, it is of note that many pediatricians serve for periods of 
six months or longer in communicable disease hospitals as a partial fulfillment 
of requirements for certification as specialists. I believe I am safe in saying that 
very few health officers have had that much supervised training in the diagnosis 
and treatment of these diseases. If public health physicians are without such 
special training and do not find opportunity for adequate clinical experience in 
the field, should they presume to continue to offer this traditional service? 

It seems to me that one of the branches of medicine most poorly taught to 
nurses and interns is that of the communicable diseases. In many hospitals 
this is partially due to the lack of teaching material, but it is also due to a lack 
of teachers who are well grounded and experienced in the subject matter. 

Schools of nursing education are obligated to present a well-rounded curri- 
culum. They should have on their teaching staffs, persons specially qualified by 
training and experience to teach communicable disease care. If such a qualified 
teacher cannot be obtained otherwise, the health department would be justified 
in the interests of the community to supply part-time teaching personnel. Health 
departments should learn what is being taught in these schools and should offer 
their help and cooperation. 

If young physicians are not well taught during their intern or resident years 
in the hospital, most of them will have to learn the hard way over a period of 
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many years, chiefly at the expense of the patients and their own peace of mind. 
Public health must not only be interested in the diagnosis and treatment 
of the communicable diseases, but must be willing to assume a great share of 


the responsibility for its teaching and for research into the many problems yet 
requiring solution. 


4. Assistance in the development of facilities and procedures for maternal and 
infant care. 

There are a number of problems that arise in the obstetrical and infant 
departments of hospitals which have been of mutual concern to hospitals and 
health departments interested in reducing maternal and infant morbidity and 
mortality. Solutions to these problems have been found in the provision of certain 
types and arrangement of physical facilities, in the development of certain pro- 
tective procedures and, above all, by close supervision of properly trained 
personnel. 

Health departments should be in a position to help hospitals in the planning 
for such facilities and in the development of protective procedures. In regard 
to the latter, I have in mind the promotion of such procedures as the emphasis 
upon obtaining histories and.such examinations as may be indicated to attempt 
to discover infectious or potentially infectious mothers admitted for delivery and 
to provide for handling those patients in a special manner to avoid transmitting 
such infections to other mothers or introducing such infections into the nursery; 
also, emphasis upon early recognition of such illnesses as diarrhea of the new- 
born or impetigo in the nursery, and provision for the proper management of 
such cases to prevent further transmission. q 

But again, I would caution health departments that the recommendation 
of measures designed to control such situations requires the advice of experienced 
specialists. 


5. Coordination and supplementation of laboratory service. 

In the smaller communities, there may be an advantage in combining the 
health department laboratory with the hospital laboratory. Where. such a 
combination is not practical, cooperation between the two laboratories should be 
an advantage to both, in that one could supplement the other. 

I am sure that other laboratory men will agree with me when I say that 
it is not advisable to rely too assuredly upon the results of certain examinations 
not performed frequently enough to keep the bacteriologist in practice. If 
possible, it is advisable to have the results of examinations performed locally 
under such circumstances checked by a laboratory that performs a consistent 
routine volume of such examinations. 

I have in mind here particularly the examination of cultures for diphtheria, 
the examination of stool specimens for the presence of enteric bacterial pathogens 
or protozoan parasites, or the identification of malarial parasites. 

Even some local health department laboratories are not equipped to make 
certain of these examinations and submit the specimens to the state laboratory. 

Most state health department laboratories maintain a system whereby 
local laboratories may submit to periodical checking and review of procedures. 
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This service is greatly appreciated by the bacteriologists in local health depart- 
ment laboratories and it should be possible to make arrangements to allow 
hospital laboratories to avail themselves of this consultative service also. 


6. Health Education. 


Advantage should be taken of opportunities for health education in hospitals. 
Efforts should be made to reach not only the patient but also the visitors and 
families of the patient. 

All hospitals have waiting rooms, lobbies and corridors in which health 
education material could be displayed. However, it is doubtful whether such casual 
exposure to health information will result in positive action on the part of the 
person so exposed. To be most effective, the educational material must be per- 
sonally and directly related to the patient and his illness or to the family and 
other visitors. That is, methods should be developed which will result in personal 
contact between the educator and the individual towards whom the information 
is being directed. 

During convalescent periods, patients frequently have time on their hands 
which could be occupied partially through some educational procedure. Likewise, 


it may be possible to occupy the time of persons who are forced to spend periods 
of waiting in hospitals. 


7. Cooperative working relations in Out-patient Clinics. 


In some of the larger urban centres, a few hospitals operate out-patient 
clinics for the care of ambulatory medically-indigent patients. 

Health departments should develop and maintain close working relation- 
ships with such clinics, many of which will be devoted to diseases that are of 
public health interest, such as clinics for venereal disease, tuberculosis, prenatal 
care, well-child conferences, rheumatic fever, immunization, and so forth. 
Hospitals conducting such clinics are certainly performing public health work 
which relieves the health department of some of the load. 

Health departments should be sure that they are furnishing what assistance 
they are able to, not only in operating the clinics, but in making the follow-up 
visits to the home, and such other follow-up work which may result in additional 
case-finding. A well-organized referral system should in operation. 


CONCLUSION 


Several years ago I happened on a two-page mimeographed leaflet outlining 
a proposal for coordination of hospital and public health activities. I was struck 
by the reasonableness and practicability of the proposals. But when I looked 
at the cover-leaf I noted that these proposals had been made in 1927 by a 
Committee on Public Health Relations of the American Hospital Association. 
I was amazed! What had we been doing during the past twenty years? 

In looking into the matter, I found that a committee of this organization had 
been reiterating these proposals year after year, almost verbatim(7). Yet appar- 
ently neither hospitals nor health departments were making much serious effort 
Or progress in attempts to put these proposals into effect. 
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Recently we have been hearing and reading about health centers and about 
placing hospitals under the administration of health officers. Are health depart- 
ments prepared to launch on such ventures when they have yet to take advantage 
of the more simple opportunities outlined above; when their existing admini- 
strative capacity is already taxed to the utmost, without having met the challenge 
of problems in the traditional and more recently established fields of public 
health ? 

The direction of progress is unforeseeable in so far as the details of develop- 
ment are concerned. We cannot stop the forward movement of evolution, but 
we can and should become better prepared for possible eventualities. 

In summary, I would say that a change in the traditional concept of 
public health work is now generally accepted. A change in the concept of the 
function of hospitals in relation to the health of the community is apparently 
in progress. We are in the midst of an era of hospital development. To develop 
the full potentialities of these new and changing concepts, it is manifest that public 
health workers and hospital administrators must bring mutual objectives into a 
single focus through promotion of better and closer cooperative working relation- 
ships with each other. We are friends and allies—not competitors. 

If the fullest possibilities are developed in the seven areas discussed in this 
paper, much will have been accomplished toward that end. 
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—— programs of venereal disease control centered largely around edu- 
cation, diagnosis and treatment. Today, however, the control program has 
many facets and one of these which is gaining increasing recognition is epidemi- 
ology. In venereal disease epidemiology the two main activities are case finding 
and case holding, certain aspects of which will be dealt with in this paper. 

In order to illustrate a number of the newer developments in epidemiology, 
some phases of the program in effect in British Columbia will be outlined. Since 
early in 1945, case finding and case holding have been the responsibility of public 
health nurses. Six public health nurses and one male worker are engaged in 
epidemiology in connection with the Vancouver Clinic, and three public health 
nurses act as consultants to local public health personnel—one in Vancouver 
and two throughout other parts of the province. Each year sees an increase not 
only in the responsibility taken by the local health services for this work, but 
also in their skill and understanding. Certain principles have been accepted, one 
of the most important being the priority approach to follow-up. To ensure 
effective epidemiology, emphasis is placed on cases which are the most significant 
to the health of the public, and time and effort on other cases are curtailed. 
To assist in this selective follow-up a guide has been prepared to give specific 
recommendations regarding the follow-up for the various types of cases and 
contacts. These recommendations are made chiefly on the basis of the diagnosis, 
with first attention being given to contacts and cases of the early, contagious 
forms of syphilis, namely, primary and secondary syphilis. High priority is also 
given to syphilis in pregnancy. Limited follow-up is done for persons who are 
named as contacts to gonorrhoea or who fail to return for tests of cure following 
treatment for gonorrhoea. 


VENEREAL DISEASES SUPPRESSION ACT 


In spite of the good results obtained from persuasion in the majority of 
cases, it is essential to have adequate legislation in order to use coercion when 
necessary. In April, 1947, a revised Venereal Diseases Suppression Act was 


Presented before the Section of Venereal Disease Control at the thirty-sixth annual 
meeting of the Canadian Public Health Association, held in the Hotel Vancouver, May 
17-20, 1948. 
1Director. 

*Senior Public Health Nurse. 
8Case Work Supervisor. 
*Branch Secretary. 


236 CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 39 


passed by the Provincial Legislature. This Act makes provision for compelling 
persons to submit to examination and to report regularly for treatment. If the 
medical health officer believes that a person may be infected with venereal disease 
and is refusing examination, he may give him notice in writing to submit to an 
examination by a designated physician within a specified time. Similarly, if a 
person who has been certified within a year as having venereal disease fails to 
report regularly for treatment, the medical health officer may give him a notice 
to report to a physician for treatment within a specified time. If a person fails 
to carry out either order, the medical health officer may make a complaint before 
the magistrate, who may issue a summons or a warrant for the person to be 
brought before him. The magistrate may then sentence the person to imprison- 
ment of not ‘less than seven days and not more than one year. The necessary 
care of such a person is then ensured by another section of the Act which pro- 
vides for the compulsory examination and treatment, if required, of a person 
under arrest or in custody. From the experience gained in the first year of 
operation of this Act it would appear that it will seldom be necessary to have 
persons appear before the magistrate. In this twelve-month period, twenty-two 
orders have been delivered. In twenty cases the persons reported to a physician 
as ordered, and only two failed to comply. One of these was apprehended, but 
the charge was withdrawn when he agreed to be hospitalized for treatment. The 
second was a girl who had been named repeatedly as a contact and who refused 
examination. She was brought before the magistrate and sentenced to three 
months in prison, where she was examined and treated. It appears that the 
existence of this Act has a salutary effect in persuading potentially delinquent 
patients to cooperate with health authorities. Because of this recognition of 
the power of the Act, as well as by its application, it has been possible to carry 
out a more effective program of epidemiology and reduce the amount of un- 
productive follow-up. 


VANCOUVER City GAOL ExAMINATION CENTRE 


The Venereal Diseases Suppression Act also provides for compulsory 
examination and treatment of prisoners in custody or awaiting trial. In the 
City of Vancouver, a change in the administration of the city police department 
coincided with the passage of the Act, and the Division of Venereal Disease 
Control was able to establish a Medical Examination Centre at the City Gaol 
where all women in custody are examined for venereal disease. 

The examinations are carried out each morning before court convenes by a 
public health nurse from the Division of Venereal Disease Control, who is 
specially trained in female examination techniques. During the examination the 
nurse is able to obtain full details of the prisoner’s address, relatives and other 
pertinent information. Each prisoner is given an appointment slip with the 
nurse’s name and telephone number on it, and the prisoner is instructed to keep 
in touch with the nurse until the results of the tests are known. A very high 
percentage of these patients do cooperate in this way. 
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If on examination the nurse is of the opinion that a prisoner requires further 
medical investigation, the nurse can arrange with the City Prosecutor to have 
the case adjourned for medical reasons. During the adjournment, if the charge 
is a serious one, the prisoner may be held in the City Gaol until the results’ of 
her tests are reported, or she may be transferred to the Provincial Gaol where 
she can be examined at the weekly clinic conducted by staff from the Division 
of Venereal Disease Control. If the offence for which she was arrested is a 
minor one, the prisoner may be released on her own recognizance with instruc- 
tions to report to the Vancouver Clinic before her case is called again. 

In all the work of this Division at the Gaol, everything is done to 
help the prisoner to cooperate with the Division and only in the most extreme 
cases is it necessary to indicate to the prisoner the full authority of the Venereal 
Diseases Suppression Act. To date no prisoner has refused to be examined and 
the visit to the medical examination room is accepted as routine by the female 
prisoners. There were some persons who felt that this association with the 
Police Department would over-identify the Division of Venereal Disease Control 
with police action but such has not been the case. Among this promiscuous group 
the Division of Venereal Disease Control has a reputation for fair dealing and 
even the most difficult patients from this group are gaining confidence in the 
Division and are reporting voluntarily for examination and treatment on their 
release from custody. 

Until the Examination Centre was set up at the City Gaol, this promiscuous 
group, although fairly small, had constituted a great problem to the public health 
nurses. Many of the group have no fixed address; they are frequently named 
as contacts to an infection; their cooperation is difficult to enlist and they do not 
respond to ordinary epidemiology techniques. 

As yet only female prisoners are examined. Accommodation is too limited 
in the present City Gaol to handle the number of male prisoners apprehended, 
and adequate nursing and medical staff is not available at the present time, 
However, the hope is that eventually tests for venereal disease will be a routine 
part of the admission of prisoners, both male and female, to the City Gaol. 

As a tool in epidemiology the Examination Centre is effective, as shown 


in Table I. 


TABLE I 
Report of the Vancouver City Gaol Examination Centre, May 1, 1947 to April 30, 1948 
Total number examined ; Ae 864 
Number with new infections . 147 
Number infected with syphilis 30 
Number infected with gonorrhoea .... 104 


Number infected with syphilis and gonorrhoea 


5 

Number infected with chancroid 2 

Number with serological reversals ; eiacasien 6 
Number not yet diagnosed, possibly syphilis :, 21 
Number of patients examined who had lapsed from Vancouver Clinic 272 
Number of alleged contacts examined 62 


Out of the 864 persons examined at this Centre during the first year of 
operation, 334 or 39 per cent constituted a problem in the control of venereal 
disease. The 147 new cases of venereal disease discovered in this way repre- 
sented 4 per cent of the total new venereal infections reported in the City of 
Vancouver in this period. 
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CONFIDENTIAL LABORATORY LIST 


The third procedure which has recently come into use in our Epidemiology 
Section may be quite literally termed a development, as it was originally planned 
for the purpose of determining whether or not all cases diagnosed by private 
physicians were being reported, but over the period of five or six years during 
which it has been in operation, increasing recognition has been given to its 
importance in epidemiology, until it is now considered an effective and valuable 
tool. Reference is made to the list which is received confidentially from the 
Provincial Division of Laboratories of all positive and doubtful results of speci- 
mens submitted by private physicians for darkfield, serologic and smear exami- 
nation. Arrangements for the transmission of this information to the Venereal 
Disease Division were made possible through the cooperation of the Division of 
Laboratories, Provincial Department of Health and Welfare. 

Names of patients having positive tests are checked against the Central 
Index and those who are not already known to the Division are brought to 
the attention of the physician concerned by the use of one of two forms. For 
reports of a positive darkfield, smear or spinal fluid examination, which are 
sufficient evidence to establish a diagnosis of venereal disease, a form is sent 
to the physician requesting a Notification of Venereal Infection. For positive or 
doubtful blood tests, a form is sent which is in the nature of a reminder only to 
the physician to submit a notification form if a diagnosis is established. The 
latter form does not require a reply, but a significant number of physicians do 
explain why the patient has not been reported, and it was these explanatory 
letters which first created awareness of the epidemiology possibilities of the confi- 
dential laboratory lists. 

For example, where the private physician states that the patient did not 
return for further tests, the assistance of the public health nurses is offered in 
locating the patient and endeavouring to persuade him to return to the physician. 
Regardless of whether or not the offer is accepted, an opportunity is provided 
to make the physician aware of the importance of such follow-up and to give 
him a better understanding of epidemiology procedure. It is admitted that pro- 
gress in this regard has been slow, but that progress is being made is indicated 
by the fact that fairly frequent requests are now received from private physicians 
for follow-up of patients, without any previous enquiry having been made by 
this Division. 

The appearance of a name on this list is definite evidence that the person 
reported to a private physician on the date shown. It may be learned, therefore, 
that a contact being sought by this Division has been examined by a private 
physician, and the results of such examination obtained. It may also be learned 
that a person who has been under the care of this Division has now reported to 
a private physician, and a summary of the case may be sent to the physician. 
Again, reference may be made to this list to confirm that a patient who has stated 
that he would report to a private physician has actually done so. 

The employment in epidemiology of these confidential laboratory results 
in any one particular way may not concern a large group of patients or contacts, 
but the number and variety of uses to which they are put, when added together, 
make them a valuable adjunct in this phase of the program. 
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EVALUATION OF EPIDEMIOLOGY WoRK THROUGH MECHANICAL TABULATION 


It is the opinion of this Division that the three developments just outlined 
constitute a definite advance in case finding and case holding. They also open 
up additional sources of contact information which will undoubtedly lead to an 
expansion of the program. In view of these changing methods and concepts of 
venereal disease epidemiology, it was considered advisable to be able to analyze 
in detail the contact investigation to determine the efficiency of the program and 
to identify particularly successful techniques or personnel. For several years 
this Division has compiled epidemiology statistics by hand but these data were 
necessarily limited by the method used, indicating only general trends in volume 
and achievement. It was, therefore, decided that the punchcard method of analysis 
should be utilized in order to have statistics available in greater detail and 
flexibility. 

After consideration of the various types of information received, a code 
and punch card were drafted in cooperation with the Division of Vital Statistics, 
which is responsible for the mechanical tabulation of all statistics for the Pro- 
vincial Department of Health. The plan went into operation in January 1947, and 
the results of all investigation of contacts named after this date have been 
transferred to punch cards. 

All contact information received at the Central Office .of the Division of 
Venereal Disease Control is coded, regardless of the source. This includes 
information regarding contacts named by our clinic patients, information received 
from private physicians on the notification form, and information received from 
health departments outside the Province. Approximately one-third of the total 
number of notifications received from private physicians give contact informa- 
tion, exclusive of those contacts for whom the private physician takes the re- 
sponsibility for follow-up and for whom no information is received at the 
Central Office. 

The report for 1947 is the first one to be compiled by mechanical tabulation 
and it should therefore be considered in the nature of an experimental report, 
which will probably undergo various modifications with experience. Two of the 
tables compiled for this report are given here to illustrate the type of informa- 
tion which is now available and the manner in which it may be used. 


TABLE II 


Epidemiological investigation of persons living in British Columbia named as contacts to a 
venereal infection, showing investigating agency and result of investigation, 1947 


Investigated by 


Result of investigation Total Division of Local Other 
V. D. Control Health Staff Agencies 


Number Percent Number Percent Number Percent Number Percent 


Located and examined 1,493 65 1,205 69 56 20 
Located and not examined 42 2 30 2 3 2 
Found to be under care 13 5 10 — —_ 1 
Not located 682 30 507 28 34 12 
Still under investigation 54 2 19 1 7 3 
Not stated 17 5 1 _— — 15 





Total investigated 2,301 100 1,772 100 100 
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From Table II it is possible to ascertain the distribution between the various 
agencies of contacts to be investigated as well as to evaluate the success achieved 
by them in their investigation. The trend over a period of years of the results 
attained is the significant fact which will emerge from continued tabulation of 
these data rather than a comparison between the agencies in any one year, due 
largely to the fact that conditions affecting follow-up in urban areas, where the 
majority of investigations are done by the staff of the V. D. Division, differ from 
those in rural areas, where the investigation is done by the local public health 
staff. On the other hand, the number of investigations done by the staff of the 
city health departments of Vancouver and Victoria is steadily increasing, and it 
may be considered advisable therefore to separate the results of their investiga- 
tions from those done by other local health staff in the rural areas. Because of the 
flexibility of the punch card system, this and similar reclassifications can easily 
be made. 


TABLE III 


Epidemiological investigation of persons living in British Columbia named as contacts to a 
venereal infection, showing the infection to which exposed and the result of examination, 1947 


Contact to 


a Syphilis Other Other 
Result of examination Total Syphilis Gonorrhoea and Venereal Multiple 


Gonorrhoea’ Disease Infections 


Infected with— 
Syphilis 207 163 34 10 
Gonorrhoea 696 18 670 3 
Chancroid 12 1 —_ 
Syphilis and 
gonorrhoea 44 :: 
Syphilis, gonorrhoea 4 
and chancroid 
Gonorrhoea and 
chancroid 12 
Gonorrhoea and lympho- 
granuloma venereum 1 





Number infected and 
percentage of total 


examined 976 65% 197 12 


Incomplete examination 11 4 6 


Negative 506 167 308 13 


Total examined 1,493 368 1,060 25 


Information regarding the results of the examination was formerly available 
but an analysis according to the infection to which the contact was exposed was 
not considered practicable when statistics were compiled by hand. From Table 
III, therefore, it is interesting to note that in examining 1,060 persons who had 
been named as contacts to gonorrhoea, 58 or 5 per cent were found to have 
syphilis, 18 persons chancroid and one person lymphogranuloma venereum. 

Another phase of the epidemiology work concerning which detailed sta- 
tistics will now be available is the cooperation received from private physicians. 
When the notification form drafted by the Federal Division of Venereal Disease 
Control came into effect in this Province during the latter part of 1944, a con- 
certed effort was made to impress on the private physician the importance of 
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patients being questioned in regard to contacts. No accurate analysis has been 
practicable in the past to determine the results of these efforts, although there has 
been some indication that the private physicians are becoming more aware of 
the importance of obtaining contact information, The 1947 epidemiology statistics 
show that in 60 per cent of the new notifications received the private physician 
gave information regarding contacts or accepted responsibility for their exami- 
nation. In future, the completeness of contact information given by private 
physicians will also be available as well as the total number. 

Mechanical tabulation will make it possible to obtain other detailed in- 
formation in regard to contacts named, such as marital status, age and racial 
origin. It will also facilitate-research projects, as a nominal roll of any class, 
group or condition can be provided for use in locating the original records for 
further study. 

Because methods of evaluating contact investigation programs may differ 
widely between various agencies, the statistical indices as recommended by the 
Office of Statistics of the Venereal Disease Division of the U.S. Public Health 
Service(1) are of particular interest as their use would provide a uniform basis 
for comparison. The data required for the calculation of these indices will be 
available by mechanical tabulation, and it is planned to introduce this method 
of evaluating the epidemiology program. 


SUMMARY 


The above developments in epidemiology have been devised in an effort to 
extend case finding and case holding to the point where the effect of such control 
will be shown in a reduction in the number of new cases. Admittedly, these 
developments are but a few of many methods in venereal disease control, and it 
is recognized that there are numerous avenues yet to be explored. 

The revised Venereal Diseases Suppression Act provides for control of 
uncooperative individuals by compulsory examination and treatment, and, where 
necessary, a penalty on conviction. Experience indicates that such legislation is 
necessary but it is felt that any Act for the control of venereal disease should be 
used only when the usual methods of persuasion have failed to enlist the patient’s 
cooperation. Once the legal machinery of the Act is started it mist be carried 
through, either to the point where the patient is cooperating or where a con- 
viction is obtained : to threaten the use of the Act and then not take action quickly 
undermines the value of the Act in its salutary effect on others. 

It has been said in the past that the police have no part in venereal disease 
control. This is likely true under certain conditions but experience with the 
examination centre operated at the Vancouver City Gaol has shown that the 
active cooperation of the police is essential. On the other hand, the examination 
centre should not be too closely associated with police activities, and it is felt 
that one of the reasons for the success of this centre is that it is operated by 
the staff of this Division. Experience, therefore, has indicated that the 
success of such a centre is dependent on two factors—the professional skill and 
human understanding of the nurse in charge and the cooperation of the law- 
enforcement authorities. 
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The confidential laboratory list has been most useful not only in improving 
the reporting by private physicians but also in promoting private physician 
relationship with the Division and in providing information of assistance to the 
epidemiology staff. 

The introduction of mechanical tabulation of. epidemiology statistics has 
proved to be of value. It appears that in many health departments little use is 
made of the voluminous statistics collected. It is intended to make studies 
based on these epidemiology statistics, and to utilize the information so gained in 
planning the epidemiology program. It would seem that only with the use of 
mechanical tabulation can this be accomplished effectively. 


CoNCLUSION 


It has been suggested(2) that sexual behaviour patterns among groups at 
various educational and cultural levels are comparatively stable and cannot be 
quickly or markedly influenced by educational or propaganda appeals motivated 
primarily by the wish to control the spread of the venereal diseases. This belief 
is also presented in Kinsey’s recent publication (3). 

If the above is correct, may it not be assumed that epidemiology procedures 
such as contact tracing, case holding, examination centres located at strategic 
points, the use of confidential laboratory reports, and the analysis of these 
measures, will pay greater dividends in venereal disease control than mass 
education at the adult level. It has been said that the venereal disease rate is 
an index of community conditions, but it is felt that it can also be considered as 


an index of the activity of the health department concerned. A health department 
which is alert in developing new methods of finding cases of venereal disease, 
such as the methods outlined in this paper, will probably have a high reported 
rate, even though the actual incidence may be lower than in another area where 
a less active program is conducted. It is only by a concerted effort of all phases 
of venereal disease control that a true picture of the venereal disease problem 
can be obtained and control effected. 
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Crystalline Salts of Penicillin with Amino 
Acid Esters 


A. L. TOSONIT? and P. J. MOLONEY 
Connaught Medical Research Laboratories 
University of Toronto 


_ need of a penicillin dosage which would give prolonged penicillin 

blood levels is urgent. To achieve this end, the use of salts of penicillin 
which are relatively sparingly soluble in water has been investigated* * * °. 

In searching for a cationic substance which might break down into innocu- 
ous products in the animal body, and which might form relatively insoluble 
salts with penicillin, we found that certain esters of tyrosine and phenyla- 
lanine might conform to these requirements since on hydrolysis they break 
down to form amino acid and alcohol. 

We have prepared salts of benzylpenicillin with esters of tyrosine and 
phenylalanine and have mixed these with vegetable oil to give injectable 
mixtures. Preliminary trials using rabbits indicate that prolonged penicillin 
levels are obtained with these preparations. The preparation of some of these 
salts is given below. 


ExPERIMENTAL 


Tyrosine Ethyl Ester Penicillin 

Thirty grams (30 g.) of the ethyl ester hydrochloride obtained from 
l-tyrosine were dissolved in 100 ml. of 0.2 molar acetate buffer (pH 6.5). 
This solution was added to and mixed with 45.6 g. of potassium benzylpeni- 
cillin dissolved in 200 ml. of 0.2 molar acetate buffer (pH 6.5). On standing, 
the reaction product crystallized out. The product was filtered, washed with 
water and dried in vacuo over calcium chloride. The yield was 48 g. 

The practically colourless crystalline salt of benzylpenicillin and the ethyl 
ester of tyrosine melted (capillary) at 136°C. with decomposition. 

Anal. Caled. for C,,H,,0;N,S: N, 7.73%; Found: N, 7.64%. 

The biological potency obtained by the Oxford plate method against 
S. aureus was 1000 U/mg. The calculated value based on 1595 U/mg. for 
potassium benzylpenicillin was 1093 U/mg. 

This salt was recrystallized by dissolving 2.0 g. in 100 ml. acetone, 
filtering and adding 100 ml. diethyl ether. The potency of the precipitated 


material after filtering, washing and drying was 1150 U/mg. The yield was 
1.3 g. 


Tyrosine n-Amyl Ester Penicillin 
This salt was obtained by dissolving 10 g. of potassium benzylpenicillin 
in 20 ml. acetate buffer (pH 6.5) and 7.7 g. of the n-amyl ester hydrochloride 
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obtained from 1-tyrosine in 60 ml. of acetate buffer (pH 6.5) and mixing the 
two solutions. The initial precipitate was non-crystalline, but, on standing, 
the whole mass crystallized. 


This penicillin salt melted (capillary) at 113-114°C. with decomposition, 


Anal. Caled. for C,,H,.0,N,S: N, 7.17%; Found: N, 7.08%. 
Potency: Theory: 1015 U/mg. Found: 924-U/mg. 


Phenylalanine Ethyl Ester Penicillin 


The ethyl ester hydrochloride prepared from dl phenylalanine melts 
(capillary) at 125-126°C. with decomposition. 

The penicillin salt was made by dissolving 10 g. potassium benzylpenicillin 
in 50 ml. of acetate buffer (pH 6.5) and 6.15 g. of the ethyl ester hydrochloride 
of dl phenylalanine in 20 ml. of acetate buffer (pH 6.5) and mixing the two 
solutions. The corresponding penicillin salt consisted of two types of crystals 


(diastereoisomers), hexagonal plates and needles, and melted (capillary) at 
106°C. with decomposition. 


Anal. Caled. for C,,H,,0,N,S: N, 7.96% ; Found: N, 8.17%. 
Potency: Theory: 1126 U/mg. Found: 1190 U/mg. 


The penicillin salt of the ethyl ester of 1-phenylalanine consisted solely 
of hexagonal crystal plates which melted (capillary) at 125°C. with decompo- 
sition, 


Anal. Caled. for C.,;H,,0,N,S: N, 7.96% ; Found : 8.00%. 


Toxicity 


0.8 eg. of tyrosine ethyl ester penicillin was shaken for three hours at 
25°C. with 50 ml. of physiological saline. The mixture was filtered. The filtrate 
assayed 16,000 U/ml. 

A similar run with procaine penicillin gave a filtrate which assayed 
8,320 U/ml. 

The filtrates were diluted with physiological saline and injected in 0.5 ml. 
amounts intravenously into each of ten mice at each concentration. The results 
are tabulated below. 


Tyrosine Ethyl Ester Penicillin 


Units of Penicillin Administered 16,000* 8,000 4,000 2,000 1,000 
Fraction Dead 10/10 3/10 0/10 0/10 0/10 


Procaine Penicillin 


Units of Penicillin Administered 4,160 2,080 1,040 
Fraction Dead 10/10 3/10 


*1.0 ml. of filtrate was injected. 


0.5 ml. of a suspension of tyrosine ethyl ester penicillin in oil of sesame 
containing 300,000 U/ml. was injected intravenously into each of two rabbits. 
Both rabbits survived. 
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CONCLUSIONS 


1. Salts of penicillin with esters of tyrosine and phenylalanine are re- 


latively sparingly soluble in water and may be used to delay the action of 
penicillin. 
2. On the basis of intravenous injection into mice, it would seem that 


tyrosine ethyl ester penicillin is less toxic than procaine penicillin. 


The authors desire to thank Dr. Frieda Fraser for the testing of the penicillin salts 
for prolonged action. 
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A NATIONAL HEALTH PROGRAM FOR CANADA 


HE statement on health services and health insurance, made by Prime 

Minister Mackenzie King to the House of Commons on May 14th, outlines 
a further important step in the development of the Government’s program to 
secure for the people of Canada a national minimum of social security and human 
welfare. 

In his address the Prime Minister reviewed the considerable progress in 
social legislation that has been made in Canada. Before the outbreak of war in 
1939, a substantial measure of social security had been provided by the Dominion 
through the creation of the Department of Labour and other Federal labour 
legislation, and through the establishment of annuities and of pensions for the 
aged and the blind and for disabled veterans and veterans’ dependents ; and by 
the Provinces through provincial departments of labour and labour legislation 
including workmen’s compensation and enactments relating to widows’ and 
mothers’ allowances, maternity benefits, child welfare, and sickness and hospitali- 
zation. Since the outbreak of the war, additional social security legislation has 
been enacted by the Dominion, providing far-reaching measures including unem- 
ployment insurance, family allowances, and increases in the amount of pensions 
and allowances. The provincial governments likewise have enacted legislation 
respecting health services and hospitalization, maternity benefits, and other plans 
of assistance. There has been, however, relatively little coordination of these 
social security measures and no approach to a nation-wide plan. 

At the opening of the session of Parliament in January 1943 the Govern- 
ment’s policy of bringing into being a comprehensive scheme of social insurance 
which would coordinate Provincial and Federal activities and include a system 
of nation-wide health insurance was outlined in the Speech from the Throne. 
A Select Committee of the House was thereafter appointed to examine the most 
practical measures for giving effect to the policy. In making reference to these 
proposals, the Prime Minister stated that the Government was prepared to sup- 
port a national. scheme of contributory old-age pensions on a basis more generous 
than the existing one and that the Government believed that a substantial im- 
provement in national health could be achieved through Dominion-Provincial 
cooperation. 

Specific proposals regarding contributory old-age pensions and a system of 
nation-wide health insurance were presented to the Provinces at a conference in 
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August 1945, within a few months of the last Federal election. Unfortunately, it 
did not prove possible to secure agreement with all the Provinces, and no further 
action to implement the proposals was taken until a few weeks ago, when the 
announcement was made by the Prime Minister that the Government had reached 
the conclusion that lack of agreement with certain Provinces should no longer 
be allowed to stand in the way of an immediate advance in the field of public 
health and that a substantial health program should be proceeded with at the 
present session. 

A number of changes have been made in the proposals of 1945. Health 
grants are now offered to the Provinces without the original requirement of a 
satisfactory settlement of Dominion-Provincial financial matters. Further, the 
public health grants are now regarded as essential steps in the development of 
adequate health services for all the people of Canada, regardless of whether 
or not health insurance is eventually introduced. Since 1945 the Department of 
National Health and Welfare, in its special Division of Health Insurance Studies, 
has continued its planning, reviewing foundation plans for the formulation of 
health insurance legislation. 

Following the Prime Minister’s announcement on May 14th, the Honourable 
Paul Martin, Minister of National Health and Welfare, was able to present to 
the Canadian Public Health Association, at its annual meeting in Vancouver a 
few days later, the Government’s plans to implement a national health program 
for Canada. His address is published in this issue of the JoURNAL. In it Mr. 
Martin outlines this national program, summarizing the provisions of each of 
the grants and relating the program to the ultimate objective of a national 
minimum of social security. To accomplish this, there must be increased hospital 
accommodation, public health services must be strengthened and extended, and 
there must be increased numbers of public health personnel. The provisions now 
being made will help to lay the essential foundations for the provision of adequate 
medical, dental, nursing, and hospital services for the people of Canada. The 
proposed grants form, as Mr. Martin states, a broad health program, and the 
eventual implementation of health insurance will depend to a great extent on 
the wise and effective spending of the Federal moneys. 

Ten grants are being provided. One, the Health Survey Grant, is not 
recurring, and is to be used in surveying the present health services and hospitals 
and in studying ways and means of improving and extending them. The grants 
for Hospital Construction and Cancer Control will be made annually, and the 
Provinces accepting them are required to provide matching grants. All the other 
grants recur annually and the Provinces are not asked to provide new funds to 
the amount of the grants. In the instancé of the Public Health Grant, made to 
assist the Provinces in strengthening general public health services, the Provinces 
are required to maintain at least their present standard and extent of services. 
The Tuberculosis Control Grant has as its objective an accelerated and intensi- 
fied effort towards the eradication of tuberculosis and is designed to extend 
progressively and to the maximum the provision of free treatment. Similarly, 
the Mental Health Act is for the purpose of assisting the Provinces in the pre- 


vention of mental illness and of extending progressively and to the maximum 
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the provision of free treatment. As an aid in the obtaining of professional 
personnel, a substantial grant is made to permit of the training of public health 
personnel and hospital staffs. Substantial assistance is provided also to further 
public health research. 

The conditions which are being attached indicate that much thought has been 
given to assuring the maximum value being obtained for the investments made. 
In the first year of operation, the Federal Government will provide more than 
thirty million dollars—an amount four times what the Government is now spend- 
ing on health services, apart from those for Canada’s veterans, and half the amount 
being spent by the Provincial Governments on public health. In his announcement 
the Prime Minister stated that Parliament would be asked to make provision for 
the proposed health program in the Supplementary Estimates. 

It should be remembered that the British North America Act of 1867, which 
sets forth the responsibilities of the Federal and Provincial governments, placed 
all matters relating to the care of the sick and needy specifically with the 
Provinces. Previous to the announcement of the national health program, the 
only departure from this interpretation of responsibility in the field of health was 
made by the Federal Government when it provided grants to assist in the control 
of venereal diseases. This action was taken following the first world war because 
the problem had received much attention during the war years and was considered 
to require national assistance in coping with it at the close of the war. The grants 
were continued until 1929, when the amounts were substantially reduced, and 
later they provided only for the supplying of arsenical drugs. The announce- 
ment of assistance for public health services and hospitals through grants from 
the Federal Government constitutes, therefore, a most important step in the 
development of health services in Canada. 

In the United States, the position of the Federal Government in regard to 
public health was similar to that of the Dominion Government in its responsi- 
bilities and state relationships until 1935, when the Social Security Act made 
provision for generous assistance to the states for public health services. Fears 
were expressed that Federal participation would result in smaller expendi- 
tures being made by state and local health authorities and would not foster the 
extension of essential local services. It has been amply shown that these fears 
were unfounded and that a new era in the development of public health through- 
out the United States followed the introduction of Federal assistance. So success- 
ful has this participation proved that the grants to the states have been greatly 
increased and are now considered by Federal and state authorities alike to be 
essential to the development of adequate plans of health services. 

For years the need in Canada for Federal assistance to the Provinces to 
permit of the strengthening of public health services, including hospitals, has been 
clearly defined and expressed by the Canadian Public Health Association. The 
Government’s plan to implement now a national health program for Canada 
constitutes an inspiration and a challenge to all public health workers. 





The Canadian Public Health Association 
1947-1948" 


(Part |) 


REPORT OF THE EXECUTIVE DIRECTOR 


epee G 1947 the central staff have directed their efforts towards the develop- 
ment of those activities of the Association which the Executive in 1946 
considered to be of prime importance in defining the Association’s program for 
the post-war years. 

It has become abundantly clear that the future strength of the Association 
lies in the measure of success obtained by the formation in the provinces of active 
public health associations which will act as branches or divisions of the national 
organization. As the advent of health insurance legislation will affect the status 
of all, its approach should be one of the most potent stimulants for public health 
workers in the field to organize active associations which could represent them in 
the discussions that will obviously be necessary before health insurance legisla- 
tion is enacted. At the national level, the Executive of the Canadian Public 
Health Association has been making and will continue to make available to the 
Federal authorities the viewpoint of its members concerning all matters affecting 
public health, including health insurance. During the year visits were made to 
all except one of the provinces in an endeavour to establish provincial associ- 
ations where such did not exist. With the best results, this organizational ef- 
fort is a slow process for even when there is an existing organization, the pro- 


‘ posal for affiliation with the national association must first be placed before 


their executive, who, if they accept, place it before an open meeting of their 
members. The members, in turn, require time to contemplate such a step and, 
consequently, the proposal is placed on the agenda for the next meeting, which is 
usually one year distant. Four of the provinces, who have either provincial health 
associations embracing all public health workers or health officers’ organizations, 
are to discuss the proposals at their annual meeting in 1948. Two others have 
advised that efforts are being made to organize provincial branches. Due to the 
relatively small number of public health workers in two other provinces, it was 
deemed inadvisable to attempt the formation of provincial associations. It is 
hoped that the personnel in these latter provinces may be allowed to participate 
in the activities of the associations of neighbouring provinces. 

The proposal submitted to one provincial association was as follows, and 
may well form the basis for negotiations with other provinces. Joint membership 
was suggested. Persons joining the provincial association would automatically 
become members of the Canadian Public Health Association upon payment of a 





*Reports presented at the thirty-fifth annual meeting of the Canadian Public Health Associa- 
tion, held in the Hotel Vancouver, Vancouver, B.C., May 17-20, 1948. 
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joint fee of $3.00 to the provincial association ; $1.00 of this fee would be retained 
by the provincial group and $2.00 forwarded to the Canadian Public Health 
Association. In return, the Canadian Public Health Association would amend its 
by-laws to make the president and the secretary of the provincial group the pro- 
vincial representatives on the Executive Council of the Association. The Canadian 
Public Health Association would also reciprocate by accepting for member- 
ship from that province only those persons who were members of the provincial 
group. Other services, including assistance in the preparation of meetings and 
conferences, publications, a provincial news section in the Association’s publi- 
cations and any other help that was requested, would be available from the Can- 
adian Public Health Association to the provincial organization. The Canadian 
Public Health Association would benefit from the active support and advice 
available from the provincial group and, indeed, it is my opinion that the policy 
of the Association must be formulated by such provincial groups if we are to be 
truly representative of Canadian public health. 


Study of Public Health Practices 


In the report of 1946 it was suggested that the Association should under- 
take a comprehensive study of the work of the public health personnel. The Exec- 
utive Committee were of the opinion that objective analyses of the work of 
the medical officer of health and the public health nurse were the most urgent 
parts of such a program, and the W. K. Kellogg Foundation was approached for 
financial assistance to make possible the project. The Association is deeply 


indebted to the Foundation for the financial support which they have generously 
provided for an initial study period of eighteen months, with the possibility of 
further support for the implementing of the results of the study if such action is 
warranted. 

A Study Committee on Public Health Practices, responsible to the Executive 
Committee, has been chosen, and two sub-committees, nursing and medical, have 
been appointed to carry out the work of their respective groups. While these sub- 
committees are drawn, in the main, from Association members within easy reach 
of Toronto, corresponding members have been selected from other agencies inter- 
ested in the study. Provincial committees are being set up to act as consultants to 
the committee. The Association has been fortunate in obtaining the services of 
Miss Lyle Creelman, B.A.Sc.(Ng.), M.A., of the Metropolitan Health Commit- 
tee of Vancouver, to act as field director for the public health nursing sub-com- 
mittee. Dr. Baillie will act in a similar capacity for the sub-committee on public 
health physicians. 

The Study Committee consists of Dr. J. S. Kitching, Assistant Medical 
Officer of Health, Hamilton, chairman; Miss Isobel Black, Assistant Superin- 
tendent, Victorian Order of Nurses, Ottawa; Miss Helen Carpenter, Supervisor 
of Public Health Nursing, East York—Leaside Health Unit, Ontario; Miss 
Helen McArthur, Director of Nursing Services, Canadian Red Cross Society, 
Toronto; Dr. James Mather, Director, Halton County Health Unit, Ontario; 
Dr. William Mosley, Director, East York—Leaside Health Unit, Ontario; Dr. 
D. W. S. Puffer, Assistant to the Chief to the Chief Medical Officer of Health for 
Ontario; and, ex-officio, Miss Creelman and Dr. Baillie. Dr. Mosley is chairman 
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of the public health physicians sub-committee and Miss McArthur is chairman of 
the public health nursing sub-committee. 

The committee have outlined the following initial plans: 

The study and follow-up will extend over a period of three years. The 
objectives are to study the work of the medical health officer and the public 
health nurse in order to produce and implement plans for retaining and using 
more effectively the trained public health personnel who are available. In addition, 
as a result of such studies, modification of the present programs, redistribution of 
duties, or the addition of other types of workers to public health personnel may 
be made. 

The purpose of the proposed study, then, is to gather the facts relating to the 
actual work of physicians and public health nurses in local health departments, 
urban and rural. The frequently made statement that many duties are being 
assumed by these members which could be transferred to others and not included 
in the field of their activity will be reviewed in the light of the findings of the 
study. The next step will be to implement training programs and promotional 
recruitment work that the study may reveal to be necessary. 

The Study Committee intend to obtain the factual information from field 
studies of sample areas across Canada. Advice will be sought from health authori- 
ties in all provinces and from those agencies or institutions which the committee 
feel are concerned with the problems under study. 

This is the most extensive piece of work undertaken by the Association. It is 
hoped that it will merit the full co-operation of those in the public health field 
in Canada. 


Committee on Salaries and Qualifications of Public Health Personnel 

The revision of the 1947 report of this committee, requested by the Execu- 
tive Council at their last meeting, is under way. All official health agencies were 
requested to supply information regarding salary schedule changes that have taken 
place since the last survey. Most of these questionnaires have been returned but 
there has not been sufficient time available to prepare a draft revision of the report 
for this meeting. Correspondence and advice have been received from a few inter- 
ested groups and the committee will utilize the submitted data in their revision. 


Committee on Professional Education 


This committee, through its Sub-committee on Educational Qualifications, 
presented three reports to the Executive Council in Quebec City, 1947: (a) Pro- 
posed Report on the Educational Qualifications of Medical Health Officers, (b) 
Proposed Report on the Educational Qualifications of Public Health Laboratory 
Personnel, and (c) Proposed Report on the Educational Qualifications of Public 
Health Engineers. The tentative acceptance of these reports by the Council has in- 
itiated the action required to have the Association adopt standard educational re- 
quirements for the various types of public health worker in Canada. To open them 
to the constructive criticism of members of the Association, the reports were pub- 
lished in the Journal.’ At the end of an eight-month period, the reports were re- 


1Volume 38, 1947, pages 352, 442 and 496. 
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viewed in the light of criticism received and they are to be presented to the Exec- 
utive Council for final aproval at the 1948 meeting. 

These reports should be valuable to all administrative officers in helping 
them to maintain a high level of training requirements in their agencies. They 
will also provide essential information to vocational guidance groups or other 
people who are advising persons interested in public health as a career. The 
reports are modelled on similar reports that have been prepared and adopted for 
the U.S.A. by the American Public Health Association. 


Committee on Social Security 


Since the subject of social security was likely to be further discussed at this 
session of- Parliament, the Executive Committee forwarded their views to the 
Honourable the Minister of National Health: 


“There is cause for concern in the greatly increased costs of providing public health ser- 
vices throughout Canada. It is recognized that the provision of adequate local public health 
service is essential and that these services can most effectively be furnished through local 
health departments with adequately trained personnel. The organizing of new health units 
is being seriously handicapped by the shortage of public health physicians and nurses. Such 
training requires at least a year of post-graduate study, and without assistance in the form of 
fellowships, interested physicians and nurses may not be able to enter a career of public 
service. Moreover, the increasing costs of hospitalization of the tuberculous and the mentally 
ill are further limiting that proportion of a health department’s budget which should be 
expended for the extension of full-time local health servies. 

“The Canadian Public Health Association have presented in resolutions to the Federal 
Government their conviction that federal assistance in the form of public health grants is 
essential to the development of public health in Canada. As there is practically a cessation 
in the movement of establishing full-time health units, due to the shortage of trained staff and 
increasing costs of health services, and as further consideration of national health insurance 
may be delayed, it is the opinion of the Executive Committee that the Federal Government 
would be taking a most important step in the further development of its program for social 
security if it were to consider at the forthcoming session of Parliament the implementation of 


the public health grants as presented previously in the Draft Bill on Health Insurance and 
Health Services.” 


The Executive Council at their 1948 meeting will review the statement made 
by the Canadian Public Health Association to the Special Committee on Social 
Security of the House of Commons in May, 1943, in which the fundamental 
importance of preventive medicine and public health in health insurance and other 
matters of social security was stressed. 


Membership 


Membership in a national voluntary professional association of public 
health personnel is assuming increasing importance as the present trend to 
expanding government participation in social medicine increases. The value of 
a voluntary public health association on a national level, qualified by experience 
and membership to speak for the public health worker, should be obvious. It 
should be just as obvious that such an organization can not function efficiently 
without the support of all workers in the field of public health. The number of 
public health workers who have taken out active membership is increasing and 
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with the advent of provincial branches or affiliated bodies, this number should rise 
sharply. There is apparently still some confusion amongst a few who receive the 
Canadian Journal of Public Health and assume that this implies membership in 
the Association. Membership in the Association is not part of a subscription to the 
Journal. A subscription to the Journal is included with active membership upon 
payment of the $5.00 fee. 

J. H. BAILLIE, M.D., D.P.H., Executive Director 
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